A, LDDISON'S DISEASE has been generally considered in the literature from the point of view of pathophysiology of the adrenal gland, and the various symptomatic manifestations of the disease have been interpreted usually as direct reflections of the adrenocortical defect. Nearly all clinical descriptions of the disease, however, mention the so-called "nervous and mental" concomitants, which represent total organismic functioning in its interrelatedness to its external environment and to an inner awareness of its state of wellbeing and bodily integrity. In fact, the outstanding presenting symptom has always been a profound neurasthenic picture often with irritability, restlessness and hypochondriacal preoccupation. 18 ' 21 Beyond the generally recognized picture of neurasthenia and hypochondriacal absorption, and the toxic delirious states of acute AddiFrom the Neuropsychiatric Service of the Winter Veterans Administration Hospital, Topeka, Kansas.
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Received for publication May 2, 1952 . * Present address: 2950 Webster Street, Oakland 9, California. VOL. XVI, NO. I, 1954 sonian crisis, additional major psychiatric manifestations have been reported in about 25 cases. A group of 4 cases have been described 6 ' 12 in which depression was the chief clinical feature. With the depressed mood, these patients were agitated and restless, and evinced a dislike and avoidance of people and the demands of social intercourse. Three patients of these four 6 responded to maintenance adrenal cortex therapy with a marked mood change, becoming "cheerful, friendly, and social."
There is a larger group of patients in whom a schizophrenic process is associated with the Addison's disease. 1 ' 19 Among these, a number of separate sequences can be delineated. In some, there was a long-standing and well-established Addison's disease with an acute paranoid schizophrenic psychosis superimposed. 4 ' 5 Occasionally toxic and confusional elements were added, sometimes at a point of acute adrenal insufficiency, 5 at other times during periods of apparent chemical and metabolic control. 4 In some, the paranoid schizophrenic psychosis seemed long established, with the Addison's disease developing later, one or the other then leading to hospitalization. 1 ' 1B Six patients are described 16 in whom both catatonic withdrawal and an Addisonian syndrome developed (and remitted) simultaneously, and several others 10 ' 10 in whom both clinical pictures appeared together, the mental syndrome clearing as the Addison's disease was brought under control by adrenal cortical extract, 10 or large doses of sodium chloride. 10 One patient, 17 a known Addisonian of many years' duration, well-controlled on daily intramuscular injections of Syncortyl and with no apparent mental distress, developed an acute paranoid schizophrenic psychosis necessitating placement in a mental institution about three months after the implantation of 10 ioo-mg. pellets of desoxycorticosterone acetate. Though some of these patients evidenced clear-cut remission of the psychotic process with control of the Addison's disease by salt alone 10 or adrenal cortical hormone replacement, 1 -10 in others, amelioration of the psychotic process was very transitory with quick relapse, 5 ' 15 and in some, the psychosis responded only to cardiazol and ECT 4 or insulin coma. 2 This clinical association between schizophrenia and Addison's disease had been particularly discussed by Ratner, Garcia, and Gorman and Wortis.
Some authors 11 ' 18 have suggested the relevance of "psychogenic" factors in the development of Addison's disease in their discussions of "Addison's disease of traumatic origin." The histories of 3 patients are given; 1 suffered concussion from a blast, with a short period of unconsciousness followed by the onset of stuttering and the signs of traumatic neurosis; 10 the other 2 suffered a severe sudden psychic shock; 11 all 3 developed well-defined Addison's disease within three months. Maranon, in addition, reports the case of a young man suffering profound neurasthenia, hypochondriacal absorption, and diverse anxieties and phobias. Repeatedly he was told, on the basis of careful physical study, that he had no organic illness. Then an intimate friend was found to have Addison's disease. On comparing his own symptomatology with that of his friend and after reading medical texts, the patient became obsessionally convinced that he suffered from the same ailment, particularly as he had read that Addison's disease is often first misdiagnosed as neurasthenia. His conviction was unchanged over a 12-year period, despite the constant absence of pigmentation, hypotension or other signs of Addison's disease. Twelve years after the initial observation, the author was called to see the patient, suddenly severely ill, dying in typical
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Addisonian crisis; pigmented, hypotensive, delirious, and then comatose.
Though all these reports in the literature point to a complex interrelationship between endocrine (adrenocortical) functioning and mental processes, there have been no detailed investigations over a considerable time of the dynamics of mental functioning in a patient with well-defined 1 Addison's disease. Having had the opportunity to undertake such a psychodynamic study in a patient with this disease we shall present this case and discuss some possible theoretical implications.
Case Report
The patient was a 27-year-old, single, white World War II veteran first admitted to Winter Veterans Administration Hospital in June 1948, complaining of increasing tiredness, and "nervousness" of several years duration. He said also that his skin had been becoming progressively darker, his appetite had fallen off, he had lost 40 pounds in weight, and he noted occasional dizzy spells and an increased salt intake, all these symptoms accelerating in tempo in the six months prior to admission. In January 1948, a dentist had called his attention to abnormal mucosal pigmentation.
Physical examination on admission revealed a well-developed young male, chronically ill, listless, and apathetic, and with signs of severe weight loss. The temperature was 98.6° F., the pulse 84, and the blood pressure 82/60. There was a generalized dusky brown pigmentation of the skin with accentuation over some scars on the left chest and in the palmar creases. Lips, gums, and mucous membrane of the oropharynx showed a bluish black pigmentation. Physical and neurological examination was otherwise negative. Significant laboratory findings were: ( 1 ) complete blood count normal except for 5-8 per cent eosinophiles; ( 2 ) urinalysis negative; ( 3 ) serology negative; ( 4 ) decreased blood sodium (308 mg. per 100 c c ) ; ( 5 ) increased blood potassium (29 mg. per 100 cc); (6) diminished r 7-ketosteroid output (2.8 mg./24 hrs.); ( 7 ) flat oral glucose tolerance curve; ( 8 ) delayed diuresis following water ingestion (Kepler-Power test); ( 9 ) hypometabolism (basal metabolism, -28 per cent); (10) negative chest x-ray and negative flat plate of abdomen.
On the basis of the history of asthenia, fatigue, and weight loss, the physical findings of charac-teristic pigmentation and hypotension, and the foregoing laboratory findings, a diagnosis of Addison's disease was established.
Since this initial admission, three years ago, the patient has been in and out of the hospital a total of five times, averaging four months each time.
His endocrine function has been regulated for the most part by desoxycorticosterone acetate pellet implantations with supplemental salt tablets. He has at times, especially during intercurrent infections, been on whole adrenal cortical extract and lipoadrenal extract. On his most recent admission hormonal maintenance therapy has been with cortisone, at first parenteral and now oral.
Psychiatric Anamnesis. The patient is the youngest of 3 brothers, born in 1923 to a skilled laboring family in a small Kansas town. The mother, a large-framed, obese, controlling woman is the strong figure around whom the family has organized. Although never in good health, she has always been a hard worker, using her labors silently to reproach her family for their inadequacies. At present her somatic complaints are centered around the menopause and this prevents the patient from expressing his constantly experienced anger and frustration. He feels tremendously tied to the mother, must be visited by her constantly while in the hospital, says "I depend on her so much." He worries constantly lest she fall ill and describes animatedly her skin carcinoma, the possibility of serious x-ray burn from her radiotherapy, and her complete prolapse of the uterus: "It sticks right out below." He complains of her irritating, raucous voice ("It's a wonder people don't just hang up on her on the phone all the time") and her way of calling after him each time he takes the family car out: "Remember; drive carefully." He says "I have to do what she wants. She controls everything" and on the other hand "she babies me so much."
The father is a somewhat ineffectual, hypochondriacal individual bothered by "three hernias," backaches, and headaches, who characteristically "gets his headaches especially on his day off." He manipulates his complaints to dodge unpleasant social situations and to forestall emotional demands on himself. He has little to do with the patient, except through the mother. The two parents quarrel constantly, often threaten to dissolve the marriage and at such times both, but more especially the mother, turn to the patient for support. They unite, however, in turning on the patient, rigidly controlling his life, diet, and medications and at the same time denying his ability to get along without their ministrations and arousing in him feelings of guilt and anxiety because of his dependent, noncontributing position. This he assuages by taking over many of the most feminine household tasks, the ironing, cooking, cleaning. His mother won't "let" him do anything "harder."
There are two brothers, nine and seven years older than the patient, respectively, neither of whom have much affected his life. Both have lived away from home since the patient's childhood. The elder is a neurotic, inhibited individual, who has never done well financially, constantly living beyond his means, and divorced after much marital strife. He has made two abortive suicidal attempts. The younger is an aggressive character; nomadic, always in difficulty with people in authority, from the time he was expelled from school in the eighth grade, continuing through a succession of disputes with employers, Army officers and others, ever since.
The patient's childhood was for him a taxing and unrewarding one. "They all wanted a girl and I was supposed to be a girl. They must have had some long faces when I was born." As a child he was most often alone, his brothers only paying attention to him to tease him. He avoided the usual rough and tumble play with other children; the last fight he ever had was in grade school, though he continued in occupations such as construction work where physical combat could only with difficulty be avoided. "All through my school years, during summers and after school, I used to help on the farm. I used to come right home and worked in the field until 8:30. It was necessary. When my brothers were kids they didn't have to-it was good years. But when I was growing up it was during the depression and I had to work. It all fell on me-they had moved away already-I was born nine years too late. But I was strong as a bull and I didn't mind." But each year until graduation from high school, the patient developed a "bilious condition" vomiting "black stuff" for about a week, coming just as school was out for the summer vacation.
In 1942 after he graduated from high school he embarked on a series of Tailroad and construction jobs through all of which he emphasized his physical prowess-"strong as a bull." In 1943, he entered the Army, where he spent three hard, monotonous, homesick years. The Army posed a series of difficult demands and frustrations. First it deprived him of mother's superabundant food. At home he was wont to drink a gallon of milk per day and life was an unlimited supply of steaks, hams, gravy and potatoes, pie and ice cream. Recently on a 10-day leave from the hospital he gained ten pounds in as many days at home. For five days he sat at the table all day for a continuous meal, with accentuated peaks of eating at the three meal times. When talking of food, he exclaims with eagerness "Now you're talking about something important. It's food. There's nothing like food. I'm some eater. When I was ten I was already a champion eater." The Army, on the contrary, was experienced as a place where the food was inadequate ("an ash tray full") poorly prepared ("what could you expect from the cooks? They didn't have mom's interest") or diverted ("the cooks stole the chickens to get in good with their girl friends"). On rare occasions when serving in the officers' mess, the patient would get "good food" and could "eat so much that I looked pregnant."
In addition to the food deprivation, the Army imposed a heavy and at times dangerous work burden. Mostly he was occupied with road maintenance, and frequently when engaged with a work crew directing operations from on top of moving machinery, he would fall asleep. Again on the Normandy Beachhead, with shells exploding and the field littered with dead bodies, the patient crawled off and went to sleep. He experienced his sleepiness and tiredness as "abnormal" but did not go on sick call because "they'd just recognize me for a goof off."
Finally, Army service precipitated him into situations in which sexual demands were made on him that he felt uncomfortable trying to meet. He had first had intercourse at the age of 16 "with a prostitute's daughter" and all subsequent contacts have been with prostitutes and "victory girls." It seemed quite appropriate to him that the girls "never enjoyed it." In 1942 he had been engaged to a girl back home but she had "started to go out with other guys. That was OK as long as they were fellows I knew." Overseas he visited numerous French prostitutes and speaks of them always in terms of what good care they took of him. He particularly describes how tenderly one girl had put him to bed when he was vomiting in a drunken stupor and how she ministered to him as he slowly revived. Another he remembers in terms of the care she gave an abrasion on his leg, washing it, bandaging it, etc. Intercourse itself seemed consummated incidentally. He then fell in with a Belgian girl, a semiprostitute, who was "the first one who actually seemed to enjoy it." They carried on an affair for several months and the girl pressed for marriage. As with the
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others, he constantly emphasized the "taking care of me" quality of the relationship, describing how she even stole for him so that they could live through a month in which he had gambled away his pay. But concomitantly, she demanded a sexual performance that he felt was beyond his capabilities: "If I married her, she'd have kept me at it all day. I'd have been worn out in a year." When the patient returned home, he left her, possibly pregnant, with a promise to send for her and marry her. He "jumped for joy" when she wrote him shortly after that she was staying behind and marrying a Belgian boy.
In this demanding Army situation, with not enough food, a heavy and often dangerous work burden, and excessive sexual demands, the patient responded with increasing tiredness. "And I've been tired ever since." He was frequently drunk for weeks at a time and during these periods "lost all interest in women." He wonders whether his Addison's disease might have started back when he was so tired. If the adrenal gland has muscles, he thinks the constant jeep riding over unpaved roads might have traumatized and bruised these muscles. He has ever since been unsuccessfully pushing an application for a pension based on claimed service connection of his ailment.
Upon his return from the Army in 1946, the patient resumed his jobs on the railroad and in construction work. He had a succession of jobs over the next two years in all of which he was confronted with what to him were excessive demands to which he responded with progressively more incapacitating tiredness and inability. He felt especially singled out by each foreman as the object of extraordinary demand. In 1947, he says he noticed the onset of pigmentation and on his admission to this hospital in 1948, the diagnosis of Addison's disease was made, and "I went down never to rise again."
Prior to the onset of the Addison's disease, the patient's one major somatic affliction was asthma which developed in his 'teens during the depression and dust bowl years when his family was eating "moldy bread out of a gunny sack." After graduation from high school when he was out on road jobs, the asthma attacks occurred only when he came home every second or third week end. This he attributed to the ragweed around his home. During the years in the Army he had only two very mild attacks in England, and since the onset of his Addison's disease the asthma has lessened greatly in intensity and frequency. As he described his subjective physical awareness PSYCHOSOMATIC MEDICINE during the asthmatic attack-weakness and tiredness, the panicky feeling, and the need to assume a bent over posture-he noted the duplication of these symptoms in his early episodes of Addisonian weakness (before the disease was brought under control) which he experienced particularly as weakness in the chest, a need to be bent over, etc.
Since the onset of Addison's disease the patient has been persistently and unremittingly tired. He constantly compares his present tiredness with his former state of being "strong as a bull." He says of the tiredness, "It's partly the Addison's, partly me." He feels the tiredness as marking him different and apart from other people and his tiredness is often infectiously transmitted to the interviewer. He collapses languorously in a chair and when he talks of food his index fingers slowly describe circles around his nipples.
In the three years since his first admission to this hospital the patient has worked only five weeks. His plans for work are aimless and nebulous. For a while he considered staying on at the hospital as an aide but decided against it, because "you might work for the wrong nurse and she'd walk you to death in these miles of corridors. I've seen it happen." He has entered many job applications in different fields but in each there was some compelling obstacle that prevented the successful conclusion of the plan. He has likewise made several abortive attempts to undertake a college education but each time the difficulties were too great, the teachers "would not do for you the things they were supposed to," the curriculum, was unnecessarily severe, or "too much concentrating" was required. The patient has through this time carried on a desultory romance, more in fantasy than in reality, with a woman about five years younger than himself, who is "kind, good to me, takes care of me, like a good mother"-and like the French prostitutes. This girl friend is married and has a child. At times, however, she seems on the verge of divorce and then the patient becomes concerned. "If only her husband treated her OK and her mother didn't make too much trouble, she'd get along all right and not need a divorce. I don't believe in divorce. If she did get a divorce, we couldn't get married at first anyway. After all, with my sickness and no job, and besides we'd have to know each other a lot better . . . I'd take her if she fell in my lap." The girl has made abundantly clear to him her disinclination for sexual activity. "I know if I marry her, there'll be no sex, but I can go to prostitutes for that." He feels that she would take VOL. xvi, NO. i, 1954 71 care of him and that they have so much fun together, laughing and playing: "After all, I never had a real childhood."
The patient's life since his discharge from the Army has consisted solely of a gravitation back and forth between his parental home and the hospital. In both he feels "taken care of" but never really properly and always at too high a price. At home he lives on his parents' bounty. "I suppose they don't mind, they support me. They do things for me. Maybe I should be on my own. They should kick me in the pants and put me out on my own. I'd be better off." The guilt and shame stirred up is atoned by a more diligent application to the housework, the cooking, cleaning, and ironing. Once when he was home on a leave from the hospital, the all-giving mother pushed the patient through a super market, insisting that he pick out any rare or expensive delicacies that he might desire, refusing to let him share any of the expense, but tacitly demanding in return that he eat and get fat, which she equated with getting well.
The hospital situation is likewise experienced as one encompassing all-giving care, but still not enough or not the right care. He has a series of complaints about the subtle ways in which he feels neglect and indifference; the lab is slower than it used to be in getting reports back; the dentists stand around talking all day, no wonder his appointment is delayed; the psychiatrist occasionally changes appointments but he's a busy man. On one occasion two years ago he experienced the blissful satisfaction of adequate and sufficient care. This was during a febrile episode of undetermined etiology with severe Addisonian crisis during which he was on the seriously ill list, and the recipient of a great deal of medical and nursing attention. As he improved he was disappointed that the interest and care likewise fell off. Life, he supposes, is full of people who don't really help you. "But I get even. I'm tired all the time, and when they talk it all goes in one ear and out the other. . . . I'm just so tired all the time, and constipated these days. Too tired to have a bowel movement; I suppose pretty soon I'll be too lazy to breathe. . . . Say, I'd like to see another patient with Addison's disease. I never have. I'd like to see how he gets along, to talk things over, to find out how tired he is, to find out how tired I can be" (and not be guilty).
Summary of Psychological Test Data
The patient has been tested at six-month intervals since 1948 with a battery consisting of the Wechsler-Bellevue, Rorschach, Thematic Apperception, Word Association, Szondi, Sentence Completion, and Drawing-of-a-Person. Similarities among the batteries suggest that at the core of his personality structure are the patient's overwhelming passive needs. During the first year of his hospitalization there was evidence of intense anxiety and, occasionally, some difficulty in reality testing. At that time he tended to lean heavily on superficial intellectualizing mechanisms and exaggerated pseudo-aggressiveness in an effort to disguise and deny his strong passive needs. As his illness progressed, however, he showed less reliance on these mechanisms, an increasing acceptance of a frankly dependent existence, and a marked lessening of anxiety. It may be inferred that this occurred as he came increasingly to recognize the value of an organic illness that justified and excused his passivity.
At the present time, some two years after the initial testing, he seems to see his illness as a blanket immunity from the consequences of his helplessness. Friendly, cooperative, rather open and outgoing in his manner, with a boyish charm and naivete, he appears to accept completely a role characterized by blissful languor and a relative absence of tension. Even the extensive fantasy life, displayed in the tests of the previous year, has now become merely an idle spinning out of imaginative associations, devoid of any drive or strong feelings. He accepts frankly oral pleasures as sources of gratification that rank equally with those resulting from mature social and sexual demands. Content tests, such as the Thematic Apperception Test and Sentence Completion, indicate that he tends to wait passively while things are organized for him; where rigorous, directed thinking is required, he leans heavily on others for support and is easily disconcerted or swerved from an idea. If he is forced to stick to a problem, he resorts to fast, impulsive guesses or is satisfied with sloppy productions that are well below the level of his capabilities; and if, on the other hand, the stimulus material is relatively unstructured and some creative integration is required of him, as on
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the Rorschach, he retreats to vague, diffuse, essentially empty responses.
The most striking characteristic of this picture is that the absence of mature adjustive patterns, as indicated above, does not now seem to represent a source of conflict for the patient, as it did a year earlier. At the time of the final testing he displayed a stable mode of adjustment with, apparently, no conscious experience of tension or anxiety. In response to the demands that are, necessarily, made on him as an adult, he now uses his real assets to maintain a blissful, yet essentially empty stability. For example, he is quite capable of setting up emotional relationships with others, but these are always transient and superficial rather than deeply felt, enduring, or constructively utilized. And though he shows a good deal of sensitivity to emotional nuances in others, and can hardly be described as withdrawn, this ability too fails to result in adequate relationships; it is always manifested within the context of his self-centeredness, his immaturity, and his dependence.
Discussion
Numerous theories have been offered attempting to elucidate the connection between adrenocortical functioning and mental processes. Hurst et al. proposed that all so-called neurasthenia has an organic basis in the nature of reversible but nonetheless definite inflammatory pathologic changes in both central nervous system and adrenal gland. When these changes are irreversibly structuralized, they are manifested as the clinical entity, Addison's disease. They cited 2, cases where the entire Addisonian syndrome, including profound asthenia, hypotension, and pigmentation, developed and then spontaneously remitted as evidence of a transitional state. Ratner, citing the case of Addison's disease developing shortly after concussion trauma as well as a series of Addisonian pictures developing concomitantly with a catatonic stupor (and remitting together), linked the mental phenomena and the glandular defect through a hypothecated diencephalic-autonomic nervous system pathway. Maranon, in his paper PSYCHOSOMATIC MEDICINE "The emotional etiology of Addison's disease" (citing in evidence the 2 cases of Addison's disease following violent psychic stress as well as the patient obsessionally fixated to this selfdiagnosis for 12. years and ultimately a true victim of the disease), reversed the previously postulated cause and effect chain. He asserted that in certain individuals with "latently" diseased or inadequate adrenals, a moment of violent emotion can result in a massive and exhausting outpouring of adrenal hormone, from which the glands cannot recover though they had previously been adequate to the ordinary vicissitudes of living. He suggested that just as the thyrotoxic state represents the structuralized duplication of the psychic syndrome of acute terror, so the Addisonian symptom complex duplicates the manifestations of a "prolonged and depressed state of the emotions." Garcia likewise looked to psychogenesis, in seeking to explain the frequency of association of Addison's disease and schizophrenia. He suggested that during the prodromal stage of the schizophrenic illness, a state of obscure intoxication of the organism exists and that the adrenals are peculiarly vulnerable to toxic agents.
In more recent years several groups of workers, notably Pincus and Hoagland and their group at Worcester State Hospital, have tried to elucidate by experimental observation the nature of the link between schizophrenia and adrenal glandular functioning. They explored adrenocortical functioning in large series of schizophrenic and nonpsychotic subjects, 7 
'
8i 13> 14 measuring adrenocortical capacity by a variety of the newer functional tests. In 75 per cent of the schizophrenic subjects they found a type of hypoadrenalism, manifested, not in resting chemical and metabolic studies, but in a defective response of the adrenal cortex to stimulation either by adrenocorticotrophic hormone (ACTH) or a number of standard physiological experimental stresses working presumably through elicitation of the same pituitary mechanisms. They found this same inadequate adrenal cortical Tesponse to attempted activation through the pituitary-adrenal axis in a group of 10 women suffering from an involutional psychosis but not in a large group of "psychoneurotics."
Friedlander et al. advance two tentative explanations of this relationship between adrenocortical function and schizophrenia. One is that under the "stress" of an incipient and developing psychotic process, prolonged hypersecretion of the adrenal cortex is induced, leading to exhaustion and consequent inability to respond to further stress beyond a basal level of secretion. This can be labeled "exhaustion atrophy." The other view is that the development of psychosis serves defensive functions removing the patient from "reality" and its "stress," thus, relieving the pituitary adrenal mechanism of constant stress-induced stimulation and hence allowing adrenal secretory levels to fall to basic values. This can be called "disuse atrophy." Looking at the same phenomena from a different viewpoint 5 ' 8121 the profound metabolic alterations in brain electrolytes and metabolites concomitant with adrenocortical aberration "lead to" impaired cerebral function, manifested by EEG change and sometimes "schizophrenic breakdown." In reviewing these newer studies Selye and Fortier conclude that "the coexistence of disordered endocrine mechanisms with psychoneurotic or psychotic states, suggests some relationship between pituitary-adrenal activity and mental processes. The precise nature of this relationship is not yet established."
In seeking, then, to find theoretical formulations which might lead to illumination of this complex interrelationship of psychologic
and physiologic phenomena, it may prove useful to return to the clarification of the frames of reference from which these various investigations must derive. Clearly, any process in a human organism can be studied from within several frames of reference which determine the kinds of questions asked, and accordingly, yield different sets of data, constructs, and conclusions. Thus using physiological methods, we can evolve a picture of pathophysiological dysfunction, the symptom complex and its underlying deranging mechanism. Using psychological methods we can evolve a picture of psychic drives and stresses, this picture constituting the unique personality structure and conflict sit-uations of the individual. In all cases, the organism itself, in Stern's famous dictum, is "psychophysically neutral," and the specific angle of the observer's interest, physiological, or other, will determine which of several possible sets of partial data emerge. In terms of this approach, the question of psychopathology "causing" pathophysiology or vice versa loses meaning. The interrelationship to be sought is not in terms of associating a physiological fact to a psychological fact in a specific etiologic sequence. Rather each observation fits relevantly into an appropriate frame of reference and when viewed side by side, points of correspondence between the data elicited in each frame of reference are allowed to emerge.
The patient with Addison's disease whom we have described is an individual who is constantly tired, sleepy, and ineffectual, unable to meet his world's demands for certain standards of performance and never getting enough of care, of food and all its symbolic equivalents. He has had a lifelong, closely ambivalent tie to a mother who is at once rigid, controlling, and demanding, and simultaneously the source of indulgent gratifications of his dependent longings. All his life, his mother, as well as all other figures with whom he has been subsequently involved, have been the consciously sought source of superabundant food and of "being taken care of." However, these gratifications have always been linked with concomitant psychological demands (such as the disparity between the work obligation exacted from him by the family as compared with that imposed on the brothers) plus the laying down of conditions tied to the gratifications (such as the incident in the supermarket when home on leave). Thus, all attempts at gratifications became a source of continuing stress.
These lifelong stresses and deprivations were accentuated by Army life with its onerous work obligations, its situations of heightened danger, its loneliness, the increased demands for heterosexual performance (the Belgian girl), and the cutting off of the accustomed kinds and conditions of food supplies. Against these stresses he defended himself by various A D D I S O N ' S D I S E A S E psychic mechanisms. In the face of excessive danger he became sleepy; in the face of difficult work situations he became increasingly tired; he fled from demanding sexual partners to those who took care of him in a desexualized way (the French prostitutes who mothered, cared for, and fed him); the food deprivations became a major preoccupation and he sought consistently to circumvent it (as when he contrived to work in the officers' mess). These psychic defense reactions with which he maintained his integrity of functioning under Army-induced stress absorbed more and more of his psychic energy during the two years following his return, in which he sought to readjust, increasingly unsuccessfully, to a civilian work situation. In 1948, the tiredness and sleepiness, now accompanied by weight loss and obvious pigmentation, led to a diagnosis of Addison's disease.
In pathophysiological terms, Addison's disease, the diagnosis of adrenocortical insufficiency, is manifested by a complex of data including as major symptoms, weakness, tiredness, and a withdrawal from active social and economic roles. These are precisely among the symptoms that have been the reaction patterns evolved by our patient to meet a lifetime of changing stresses. Thus from within two differing frameworks, we have arrived at striking similarities of data. Those psychic defense mechanisms that have served as the patient's major adaptive reactions to stress seem to parallel precisely the chief symptoms of his somatic disease complex.
This association can be viewed as a striking but accidental concordance of data collected within different frames of reference. Speculatively, however, we can examine the possible implications inherent in this striking parallelism. The configuration of psychologic defenses evolved by this patient to cope with his specific stress-conflict situations was well established and clinically delineated well before the overt appearance of signs of adrenal insufficiency. This configuration was expressed somatically in a symptom complex, that from the beginning was the same as that described in classical Addison's disease. At some point on this time-continuum this total picture became clin-ically recognizable as Addison's disease. At the moment of recognition, the illness must have been present for some time-a long enough time to have led to the development of overtly demonstrable signs. At what point the Addison's disease began or how one would recognize it physiologically in its incipiency, is in the present state of knowledge, unanswerable.
Post hoc, we could say that this total dysfunction has been "Addison's disease" all along, and that its demonstrable physiological manifestations being signs of a well-developed disease process, were long preceded by the constellation of psychological manifestations. It would according to these speculations be totally arbitrary to assign any point in historic reconstruction as the moment of genesis of the disorder and to state that psychological dysfunction prior to that date was in response to stress-conflict situations and after that date only a response to an insufficiency of adrenal cortical hormone. Rather, at some point an already existent predilection for dysfunction in a particular organ became finally overtly recognizable. Why the adrenal represented the particular organ choice for the expression of the maladaptation of this individual is answerable perhaps only in terms of internal determinants, as yet unknown. But presumably, if we could early enough tease out the specific nature of the stresses on the particular organism and the aberrant defensive system evolved to meet them (psychologic and physiologic), we could earlier recognize the ultimate pattern of illness. This concept, when confined wholly within the psychologic sphere, is the familiar one of psychic determinism. Perhaps study of relevant clinical material within the framework of such a speculatively broadened determinism, both somatic and psychic, will point to such patterns of meaningful rather than accidental association between somatic symptom complexes and psychologic defenses and conflicts as being both reflections of the integrated adaptive behavior of the total organism.
Summary
The possible interrelationships of psychic VOL. xvi, NO. i, 1954 75 functioning, mental illness, and adrenocortical functioning have been discussed, and the literature on the subject reviewed. An extensive psychiatric study of an individual with wellestablished Addison's disease has been presented together with some psychodynamic considerations based on this material. A parallel has been suggested between the psychological organization and its behavioral manifestations evolved to meet life's stresses on the one hand, and the symptom complex imposed by the structural defect and the failure of the adrenocortical function on the other hand. Some extrapolations from this data have been offered. Further attempts at such correlative studies seem indicated.
